Background and Objective: Complete tobacco bans in mental health facilities are thought to have the potential for adverse consequences. We evaluated staff and patient attitudes and adverse events associated with implementing Canada's largest, multi-site academic psychiatric hospital tobacco ban. Methods: A total of 1,173 staff and 422 patients completed an anonymous attitudes survey at prior to implementation (baseline), and 4-6 months and 10-12 months post-implementation. The tobacco-free initiative was implemented in a phased approach, allowing the prospective measurement of changes in attitudes and adverse outcomes such as agitation over a 1-year period. Results: We observed positive changes in staff and patient attitudes toward the tobacco-free policy for both staff and patients. Moreover, there was also a statistically significant decrease in patient agitation F (2, 99) ¼ 3.25, p ¼ .04, but no change F (2, 21) ¼ 1.09, p ¼ .35 in fire-related incidents. Discussion and Conclusions: We observed positive changes in staff and patients attitudes and significant decrease in patient agitation during the first year of this tobacco-free hospital initiative. Scientific Significance: During the first year of this tobacco-free psychiatric hospital policy, implementation of a tobacco-free environment in a large mental health and addictions setting was feasible and perceived as desirable by the majority of staff and patients surveyed and a decrease in incidents related to patient agitation was also observed. Further well-controlled studies with longer study durations are warranted. (Am J Addict 2017;26:183-191) 
INTRODUCTION
While the general population continues to benefit from declines in smoking prevalence, individuals with mental illness and addictions continue to smoke at significantly higher rates, [1] [2] [3] [4] [5] smoke more heavily, 3, 4, 6 and are disproportionately impacted by tobacco-related negative health outcomes. 7 Similarly, as the adoption of smoke-free (ie, cigarette ban) or tobacco-free (ie, ban of all tobacco-containing products) policies gain popularity in other areas, its implementation in mental health and addictions organizations continues to face resistance. 2, [6] [7] [8] [9] This resistance is attributed to a perception that patients smoke as a form of self-medication, 4, 10, 11 that smoking abstinence will worsen psychiatric symptoms, 6, 7 and that persons with mental illness are uninterested in quitting smoking. 2 Additionally, smoking was used in psychiatric settings for behavioral modification, 2, 4, 7, 12 and was culturally accepted as a component of therapeutic recovery. 2, 7, 12 Accordingly, there is a misconception that tobacco bans are not feasible in such settings. 2, 7, 8 However, evidence continues to challenge these assumptions. Results from prior literature reviews suggest that smoke-free initiatives correspond with improved staff and/or patient attitudes toward the policies. 4, 10 Several studies have demonstrated positive outcomes following the implementation of either smoke-free or tobacco-free policies on psychiatric hospital properties. 6, 7, 11 This study builds on prior research by evaluating the impact of a hospital-wide tobacco-free policy. Specifically, the effect of implementing such a policy was examined on the views held by a diverse sample of staff and patients, as well as objective measures (such as incident reports in response to patient agitation and fire risks). Importantly, unlike prior research, both patient and staff attitudes and objective measures were investigated prospectively at three time-points as the hospital transitioned to a partial tobacco ban (eg, designated outdoor smoking areas) and then to a complete ban.
METHODS

Setting
The Center for Addiction and Mental Health (CAMH), in Toronto, is Canada's largest public mental health teaching hospital (fully affiliated with University of Toronto). CAMH serves over 31,000 patients annually, has approximately 550 inpatient beds, with 25 inpatient services, and 100 outpatient clinics. 12 CAMH has approximately 2,700 employees.
CAMH's Tobacco-Free Initiative
CAMH has been transitioning toward becoming a tobacco-free environment since 2005, first as a smokefree campus (partial smoking ban, including designated smoking areas), then as a tobacco-free campus effective April 30, 2014. CAMH's transition to becoming tobaccofree has been iterative, which increased staff support at earlier implementation stages. 12 As perceptions of the initial response to the announcement of the new tobaccofree policy were negative, a phased approach incorporating staff and patient engagement and feedback was developed.
The tobacco-free policy was implemented using an iterative approach, allowing for staff, patient, and external stakeholder engagement at every phase. During the first phase (up to November 2013), a partial smoking ban was in place. Smoking was only permitted in designated places on hospital grounds, and other tobacco-products were not regulated.
The partial smoking ban was loosely enforced, and was implemented differently in some clinical areas. In contrast, the proceeding phase two ("soft launch": November 2013-April 2014) and three ("hard launch": May 2014-present) of the policy sought to reduce these inconsistencies, broaden the scope of the partial smoking ban to all tobacco products, build capacity, reduce tobacco triggers, and change the focus from enforcement to the development of compassionate clinical practices that foster a culture of adherence. Specifically, in the "soft launch" (November 2013-April 2014), there were no formal changes made to the hospital policy; however, several educational efforts and engagement opportunities (eg, soliciting feedback from staff, patients, and advocate members) were made to prepare staff, patients, and the hospital community for impending policy changes during the "hard launch."
Finally, the full "hard launch" of the tobacco-free policy was marked by restricting access to tobacco products on CAMH property, clinically managing tobacco use by assessment, treatment, and care planning, and engaging staff, patients, and families. Unlike a smoking ban, the tobacco-free policy prohibits the use of any tobacco products on CAMH property in any processed or unprocessed form including marijuana cigarettes and all electronic and/or water vapor cigarettes, and limits possession of such products on CAMH property. Furthermore, inpatients are not permitted to possess any tobacco products while receiving inpatient treatment at CAMH. Outpatients and staff are required to keep tobacco products out of sight at all times. As this phase marked a significant shift in practice, a number of communication materials, resources, algorithms, and practice supports were used to engage community stakeholders.
Study Design and Procedure
Staff and patients from inpatient and outpatient clinics were invited to participate using an anonymous survey. Using a repeated cross-sectional design, surveys were completed at three time points: (i) during the "soft launch," occurring 2 months prior to implementing the full tobaccofree policy (March 1, 2014-April 29, 2014), (ii) 4-6 months following the "hard launch" of tobacco-free (September 1, 2014-November 6, 2014), and 10-12 months post-"hard launch" implementation (March 1, 2015-May 1, 2015). For staff, voluntary surveys were distributed via an internal email (sent by the Public Affairs Office); for patients, surveys were distributed by their clinical teams or volunteers, and at various tobacco-free patient engagement sessions. Due to survey anonymity, a repeated-measures design was not possible.
CAMH staff involved with the survey established tables in CAMH's community center and in the lobbies of inpatient units. Patients were invited to participate in the survey, and responders completed survey materials. Moreover, inpatient units and outpatient clinics were asked to circulate and return completed surveys, which were received from all inpatient areas. Engagement sessions were done quarterly and were typically of 1-hour duration; food and coffee were provided to patients and staff.
The survey questions were adapted from published surveys examining changes in attitudes following smoke-free policy implementation. 1, 12 Surveys also requested self-reported smoking status. Patient survey questions were modified to evaluate patient experiences using accessible language. At all three time points, the same fifteen questions about their attitudes toward the tobacco-free policy were used. All questions were scored with a 5-point Likert scale (from 1 ¼ strong disagreement to 5 ¼ strong agreement). The program evaluation was exempted by CAMH's Research Ethics Board. Thus, committee review and informed consent were not required.
Key indicators were tracked, including patient agitation, and fire risks. [2] [3] [4] [5] 8 These indicators were obtained pre-and post-launch of this policy via incident reports collected by CAMH's electronic incident management system, that records all hazardous (or nearly hazardous) events involving patients, staff, and/or visitors.
Data Analysis Staff and Patient Attitudes
In order to compare attitudes on the fifteen questionnaire items across the three levels of time (baseline, 4-6 months, and 10-12 months), Kruskal-Wallis independent samples tests were performed. The test was also used to compare attitudes of smoking to non-smoking patients or staff at 10-12 months. For significant time effects, post-hoc tests were calculated using Mann-Whitney U pairwise comparisons. The tests are wellsuited for ordinal dependent variables (Likert scales) that do not meet normality and homogeneity assumptions. The tests also assume independent observations-an assumption that could not be established in our data due to survey anonymity. 1 Staff and patient responses were examined separately, and statistical comparisons were not conducted as the questions and corresponding locus of control differed between the groups.
Key Indicators: Incident Reports
In order to assess the impact of the tobacco-free policy on incidents of patient agitation and fire risks, incident data were analyzed as follows: baseline incidents were obtained for the period 6 months prior to the soft launch of tobacco-free, soft launch phase was calculated using the period of November 2013-April 2014, and the hard launch phase was calculated using incidents reported between May 2014-April 2015. Raw data points of average weekly incidents were compared across the three phases of implementation and analyzed using analysis of variance (ANOVA). In cases of significant findings (p < .05), posthoc comparisons were examined using Tukey's Honestly Significant Difference tests. All analyses were computed using SPSS version 22.
RESULTS
Staff Responders
Staff (N ¼ 1,173) responded to these surveys at baseline (n ¼ 454), 4-6 months ("soft launch," n ¼ 356), and 10-12 months ("hard launch," n ¼ 363). Staff response rates relative to total employed staff were 15.8%, 12.3%, and 12.6%, respectively. Within this sample, there was approximately equal representation from clinical and corporate staff (51.5% vs. 48.5%, respectively), which is comparable to the staffing ratio at the hospital. Smoking rates between clinical and nonclinical staff were also compared; however, no significant difference were observed, chi-square (df ¼ 1) ¼ .02, p ¼ .89, such that in both cases, staff smoked at a rate of approximately 9% (9.06% for clinical staff, 9.30% for corporate staff), a smoking prevalence that is lower than the general population in Ontario, where the smoking prevalence is 17.4% and lower than the smoking prevalence in healthcare providers (12.4%). 13 Staff smoking rates and staff type were consistent between the cohorts.
Staff Attitudes About the Tobacco-Free Policy
Modal responses to each of the questions over time suggested that staff generally had positive attitudes about tobacco-free policies (ie, mode responses of 4 or 5 representing "agree" or "strongly agree" for positive attitudes, respectively), with the following exceptions (see Table 1 for means, modes, and standard deviations). Staff tended to agree or strongly agree at the three time points that more needs to be done to reduce tobacco use and second-hand smoke exposure. At the baseline and 4-6 months, staff agreed that tobacco-free policies will make tobacco-users feel stigmatized, but were ambivalent (mode ¼ 3) at 10-12 months. Across the three time points, there was also ambivalence about effects of smoking cessation on client/patient symptoms.
The Kruskal-Wallis test revealed significant differences in several staff attitudes between the three time frames (see Table 1 for Kruskal-Wallis test statistics with p-values). Specifically, a significant difference (p < .05) was observed for Items 1, 3, 4, 7, 10, and 12-14. These attitudes concerned the importance of lowering tobacco use and second-hand smoke, the anticipated success of a tobaccofree policy (eg, it will be successful and will open dialogue about smoking cessation, support/training is available to comply with the policy), and the effect of such a policy on patient symptoms.
Visual inspection of the mean responses for the aforementioned survey items with significant effects at each time point are consistent with the most favorable attitudes of the tobaccofree policy at Year 1, which corresponded with the "hard launch." These differences were significant for items 1, 7, 12, 13, and 14 based on significant (p < .05) Mann-Whitney U pairwise comparisons between baseline and both the 4-6 and 10-12 month time points. For the aforementioned cases, there was a significant increase in agreement (or significant decrease in disagreement) over baseline values. For the remainder of significant effects, agreement for item 10 was only statistically increased from baseline to the 10-12 month time point (p ¼ .02). For questions 3 and 4, significant differences were only seen between the 4-6 months and 10-12 month time point (p ¼ .045 and p ¼ .021, respectively).
For select items (5, 8, 9, 15) , smoking staff reported significantly less favorable attitudes toward the smoke-free policy during the hard-launch relative to non-smoking staff (ps < .05; see Table 3 ). Specifically, smoking staff were less likely to support the implementation of the policy, report that the policy would improve health of clients/visitors/staff, or reduce litter, and were more likely to report that the policy would stigmatize tobacco users than non-smoking staff. 
Patient Respondents
In total, 422 patients responded to these surveys over the three time points (N ¼ 123 at baseline, N ¼ 106 at 4-6 months ("soft launch"), and N ¼ 193, 10-12 months. As expected, more patient respondents reported being smokers (30.6%) than staff respondents (9%; chi-square ¼ 126.4, df ¼ 1, p < .01). The smoking prevalence reported by patient respondents is lower than would be expected within a psychiatric population, which could be due to underreporting their smoking status. 14 
Patient Attitudes About the Tobacco-Free Policy
Based on modal responses to each question over time, patient attitudes for a tobacco-free policy were generally positive such that they tended to agree with positive items (ie, mode response of 4 or 5) and disagree with negative items (ie, model response of 1 or 2 representing "strongly disagree" and "disagree," respectively), with the following exceptions (see Table 2 for descriptives). Patients tended to report ambivalence (mode ¼ 3) for the following items at specific time points: The importance of cutting-down or stopping smoking (#3; 10-12 months), the future success of a tobacco-free policy (#7; 10-12 months), worries that stopping smoking would make illness worse (#14; 10-12 months), and ability to get support to follow the policy (#12; 4-6 and 10-12 months). Furthermore, patients tended to agree during the pre-launch and soft launch that "tobacco-free policies will make users of tobacco look bad" (#15, mode ¼ 4); however, they tended to report ambivalence at 10-12 months.
Responses to four of the questions significantly differed between the three observations: 5-7, and 9 (see Table 2 for descriptive and Kruskal-Wallis test statistics with p-values). Specifically, these items concerned support of and adherence to the policy, anticipated success of the policy, and effects of the policy on tobacco waste. The post-hoc pairwise comparisons revealed that for all of these questions except #9, the significant increase in agreement was only maintained from baseline to 4-6 months (p < .05). In these instances, while a non-significant finding was detected between baseline and 10-12 months, the mean responses for the aforementioned questions was higher at 10-12 months than at baseline, suggesting a trend toward increased agreement. For #9, increases in agreement were sustained from baseline to 4-6 months (p ¼ .001), and again from baseline to 10-12 months (p ¼ .002).
For many items (1, 3-10), smoking patients reported significantly less favorable attitudes toward the smokefree policy during the hard-launch relative to non-smoking patients (ps < .05; see Table 3 ). The differences supported that smoking clients were less supportive than nonsmoking clients of making or adhering to a tobacco-free policy or considering ways to lower tobacco use on CAMH property, and less likely to report that the policy would be beneficial to clients/visitors/staff, would reduce tobacco waste, or get people to talk about stopping smoking.
Changes in Incident Data Following Policy Implementation
Incidents related to patient agitation and fire risks were examined. Average weekly incidents for the time periods prior to the soft launch, throughout the soft launch, and 1-year post hard launch were compared using ANOVA. Contrary to staff concern, CAMH experienced a statistically significant decrease in patient agitation incidents from baseline (M ¼ 13.67, SD¼ 5.36) to 1 year post-hard launch (M ¼ 10.72, SD ¼ 4.26); F (2, 99) ¼ 3.25, p ¼ .04 (Fig. 1) . However, there was no significant change in incidents related to fire risks following the implementation of this policy, from baseline (M ¼ 2.25, SD ¼ 1.91) to 1 year post-launch
DISCUSSION
The purpose of this study was to evaluate staff and patient attitudes and key indicators of patient behavior (patient agitation and fire risks) related to the implementation of a complete tobacco ban at the largest Canadian public mental health and addictions teaching hospital. Consistent with the literature, 6 there was generally a high degree of support for the tobacco-free policy by both staff and patients. Importantly, many positive attitudes held by patients and staff remained stable over the course of making substantial changes to hospital-wide tobacco policies.
When significant changes in attitudes were observed, these were in the direction of increased positive attitudes toward the policy from baseline to the "hard launch." For staff, the changes were relatively more far-reaching as demonstrated by significant improvements in more attitudes than patients, and the tendency for such changes in support to remain at 10-12 months. In contrast, patient attitudes demonstrated fewer shifts over time, and only a few of these shifts were significant at the 10-12 month time point. The areas where significant differences were observed for patient respondents reflected support for the policy, statements of commitment to adhere with the policy, and a perception that the policy may contribute to reductions in tobacco waste. Support for these tobacco-free policies were generally higher in nonsmoking versus smoking staff and patients.
For staff respondents, areas where no changes were observed may reflect attitudes that have already reached a ceiling effect, as high levels of agreement (or disagreement for negative attitudes) were common. In the one discrepant instance, "Tobacco-Free policies will make users of tobacco feel stigmatized," a trend toward disagreement was observed (from 46% agreement to 40% agreement). As persons with mental illness and addictions already experience a higher level of stigma, 15 staff working in this environment may be sensitive to this issue. Accordingly, it is important to address tobacco use in this patient population, as failure to address tobacco use could further stigmatization, contribute to an increased chronic disease burden, and worsen health inequities in this population.
As a goal of this policy was to enhance patient care, another supportive finding is that for staff, there was a reduction in the opinion that cessation could exacerbate patients' psychiatric symptoms; an area identified in the literature as being prohibitive to offering smoking cessation services to mental health patients. 1, 2, 7, 16, 17 While statistically comparisons were not conducted between staff and patient responses to this item, staff generally had ambivalent views about smoking cessation exacerbating patient symptoms, and patients indicated at baseline and 4-6 months that they did not worry that stopping smoking could worsen their illness. The reduction in staff concern over the impact of smoking cessation on recovery demonstrates an increase in staff education and awareness may have altered concerns, and would be expected to lead to increased smoking cessation and withdrawal management supports. While the goal of this policy is not to promote smoking cessation, staff education about the relationship between smoking and mental health supports motivational approaches for care planning and adequate management of nicotine withdrawal, and/or smoking cessation as per the patient's goals. Furthermore, there was a positive increase in staff knowledge about how to support a patient with their tobacco use and/or where to make a referral. This increase in staff capacity reflects the overall success of the implementation with regards to knowledge exchange and program development. Similarly, there was an increase in the opinion that staff can access team/management support and training. This increase in available resources has previously been linked to an increase in positive attitude and support for organizational transitions. 18 Finally, an increase in staff confidence was observed. This increased confidence by both smoking and non-smoking staff reflects an organizational culture shift that predicts staff buy-in and commitment to the implementation of this change. 18 With regard to patient behavior, which was explored through the evaluation of incidents caused by patient agitation and fire risks, no negative impact was observed. In fact, consistent with the literature in this area suggesting that tobacco-free policies reduce patient agitation, 2, 4, 6, 16 a decrease in patient agitation was observed. Possible reasons for this reduction include: Adequate management of nicotine withdrawal, reductions in tobacco privileges between staff and patients, consistent communication of the expectations related to this policy, and supportive clinical practices that promote adherence versus focusing on enforcement. Limitations These findings must be interpreted in light of several limitations. First, as the launch of the tobacco-free policy coincided with the launch of a new electronic medical record system, it was not possible to evaluate other measures related to policy implementation (eg, length of stay, practice and program changes, discharge against medical advice, overall visit numbers). Future studies should compare these variables. Second, the current study represents respondents with lower smoking prevalence than would be expected of the Canadian population and patients with mental illness, and it is not possible to determine how representative the sample is of all patients and staff. Accordingly, an underrepresentation of smoking patients may have corresponded with more positive ratings of the policy because non-smoking individuals, particularly patients, generally had more positive attitudes about the tobacco-free policy. Thus, it is important that future work in this area consider the impact of such policies in the broader hospital community of smokers, non-smokers, and former smokers. Third, given survey anonymity, it was not possible to determine how individual attitudes changed over time. Also, by design, information about diagnosis or treatment intensity was unavailable. Thus, it was not possible to determine if these factors varied over time or were related to attitudes about the policy and associated outcomes (eg, patient agitation). Future studies should increase responding by smoking participants and examine individual differences in attitudes.
CONCLUSIONS
Despite concerns that a complete tobacco ban at Canada's largest mental health and addictions hospital would not be feasible to implement, evaluations 1 year post-launch suggested increased staff support and reductions in behavioral incidents related to patient agitation. Organizations in the process of making this change may benefit from early staff and patient engagement, rigorous communication and education, a focus on clinical care over enforcement, and an iterative approach to policy change. Opportunities for patient engagement and feedback should also be considered. The authors would like to acknowledge the work of CAMH's Tobacco Free task force, without whom, this critical change management process would not have been feasible. The authors would also wish to acknowledge the work of CAMH volunteers, Kamela Abdul Latiff, Margaret Maheandiran, and Amna Amjad, for their support and assistance with data collection, data entry, and for their valuable input into the drafting of this manuscript. We would also like to acknowledge Chris Kenaszchuk for statistical support. Finally, and most importantly, the authors wish to acknowledge our executive leadership team, staff, physicians, and in particular the clinical programs and front line staff that have supported this change, it is their tireless efforts and dedication to improving patient care that has made this policy a success.
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